These data were reviewed independently by an orthopaedic surgeon, an accident and emergency physician, a neurosurgeon, and an anaesthetist. Each, while blinded to the opinions of the other reviewers, gave an opinion as to whether the patient could have survived their injuries, given cardiopulmonary care by general public bystanders and prehospital care by a trained paramedic team. The deaths were categorised into "potential survivor", "definite death", and "unclear/insufficient information".
While it is likely that the level of care provided in trauma centres can improve the outcome following major trauma, considerable debate still surrounds the prehospital care of these patients. Knowledge of the caseload and spectrum of injuries is essential for planning of services, in the development of the role of paramedic teams, and public training in basic resuscitation skills. The ultimate aim is to reduce the preventable death rate, but at present we The results of independent review by the four assessors are presented for the two groups of patients in tables 2 and 3. Overall 1 13 (63%) were judged to have suffered inevitably fatal injuries and only three (2%) were judged unanimously to be potential survivors in the DAS group. In the DOA group the figures were 60 (50%) and one (<1%) respectively. However, in some cases not all the assessors felt able to give an opinion. In cases where three or more opinions were put forward [177 (93%) in the DAS group and 109 (95%) in the DOA group], the number of cases felt to have suffered inevitably fatal injuries or to be potential survivors by at least three assessors was calculated: 157 (89%) in the DAS group and 109 (810%) in the DOA group were felt to be definite deaths, while only four (2%) in the DAS group and five (5%) in the DOA group were felt to be potential survivors.
The level of agreement between assessors was addressed. Firstly, in the DAS group all four assessors gave the same opinion in 113 cases considered to be definite deaths and in three cases of potential survivors. In a further 21 cases, more than one assessor felt unable to give an opinion but the opinions of the remaining assessors were in total agreement, bringing the level of full agreement to 134 cases (7 1%). Secondly, in the DOA group, 60 were considered to have suffered inevitably fatal injuries and one was judged to be a potential Some patients had single injuries which in isolation were judged to be incompatible with survival, and the distribution of this type of injury was different in each group. Decapitation, avulsion of the brain, avulsion of the heart, and bums exceeding 80% of the body surface in a person over 70 years of age were considered unsurvivable. Forty nine patients (25%) in the DAS group and nine (8%) in the DOA group fell into this category.
Discussion
The proportion of prehospital deaths following major trauma that could be avoided given optimal public awareness of basic resuscitation techniques and advanced paramedic care is not known. It has been suggested that up to 39% of these deaths could be avoided by basic airway care alone,' and other studies have provided similarly optimistic figures for the effects of advanced life support techniques administered by paramedic staff.2 3 While it is attractive to predict that this is the level of reduction of prehospital deaths that could be brought about by increasing public awareness of basic resuscitation techniques, in reality even with optimal public awareness and paramedic availability, we feel that the impact on prehospital death rate could not be this great. Our figures do not support this contention, with a much lower rate of potential survival being noted than in previous studies. This is particularly so for the group classified as "dead at scene" (that is, on arrival of the emergency services). Twenty five per cent of these casualties were found to have at least one totally unsurvivable insult, together with a spectrum of associated injuries which would render any form of resuscitation pointless. In view of this invariably high mortality in the DAS group we believe that studies should point out the proportion of patients considered who were diagnosed as being dead at the scene of the accident and those who showed vital signs at the scene of injury, but were dead on arrival at the emergency care facility. Those "dead at scene" consist of a much more severely injured population with a lower potential salvage rate.
We would also emphasise the requirement for a neurosurgical assessment in studies such as this, with the greatest discrepancy of opinion arising between the neurosurgeon and other specialists. It is accepted, however, that in any study such as this there is considerable interrater variability. 4 The inconsistency in this study arose not simply because of opposing opinions, but was due to the nature of the dataset. Necropsy records detail the presence of haematoma and cerebral injury, but only describe the volume and location of such injuries in general terms. The nonneurosurgical assessors were more ready to assign a case to either the "potential survivor" or "definite death" group rather than classify as "insufficient information", resulting in levels of agreement of only three out of four assessors. In almost all of these cases the neurosurgeon gave the most optimistic opinion as it was felt that the haematoma or cerebral injury could not be taken into account without more information on its extent.
This study considers only deaths from major trauma and the potential impact of improved prehospital care on these. It is suggested that the reduction in mortality may not be so great as has been hoped, as has previously been suggested.5 6 However, we have excluded deaths from drowning, electrocution, poisoning, asphyxia, and hypothermia and this may be the field where these services could have the greatest effect in reducing unnecessary mortality. Fee -£500
